Auricular fibrillation and auricular flutter are generally regarded as uncommon heart disorders in children-a fact that is illustrated by their omission from many textbooks of paediatrics. Auricular fibrillation develops in mitral stenosis due to rheumatic involvement of the heart, when it appears generally after the age of puberty; but it can occur in children of all ages in the course of a severe acute infectious disease, especially diphtheria. The reports of auricular fibrillation and auricular flutter occurring in diphtheria are not numerous: Burkhardt (1938) could not detect one case of auricular fibrillation amongst 140 cases of diphtheria examined electrocardiographically every second or third day; Bourne (1941) described one case of diphtheritic myocarditis with auricular flutter in a woman aged 79 years; Campbell et al. (1943) reported a case of transient auricular fibrillation in a youth of 22 years. Another report, Neubauer (1942) , recorded three cases of auricular fibrillation in a series of 100 cases of diphtheritic heart disorders in children.
Altogether 6 cases of auricular fibrillation among a series of 200 cases of diphtheritic myocarditis have now been observed between June, 1941, and June, 1944 , that is an incidence of 3 per cent. It occurred in 5 children and 1 adult: their ages were 2 years and 5 months, 2 years and 9 months, 6, 8, 10, and 28 years. The auricular fibrillation was associated with severe myocarditis and in all cases an involvement of the conducting system was found by cardiographic records. Partial auriculo-ventricular block was found in four patients and complete block in the other two, whose ages were 2 years and 5 months, and 6 years. The heart action was found slow (40-75 a minute) and irregular in partial A-V block and slow and regular in complete heart block. Examples are given in Fig. 1 May 24. The child presented some cyanosis of the lips and distended jugular veins. The pulse was weak and irregular, the rate varying between 136-150. The heart action was irregular, the ratebeing (Fig. 3) .
May 25. Her condition was progressively worse. The pulse was soft, with a rate of about 160. (Fig. 4) . The abdomen was slightly distended and the liver dullness increased.
May 26. The heart action appeared to be regular and the rate slower. The blood pressure was 85/50, but the child was very restless and seemed to be having pain in the precordial region. Thecardiographic findings were sim-ilar to those demonstrated in Fig. 4 group.bmj.com on June 21, 2017 -Published by http://heart.bmj.com/ Downloaded from C. NEUBAUER DISCUSSION On clinical and bacteriological grounds, the case was one offaucial diphtheria. Hmmolytic streptococci are not uncommonly found in diphtheritic throat lesions caused by gravis strain, and in the case under discussion the presence of haemolytic streptococci, in addition to the development of a rash and strawberry tongue as described above, indicates beyond doubt a double infection. The persistent tachycardia and the diminished intensity of the first apical sound, the lowered blood pressure, and increased blood sedimentation rate were clinical manifestations of a myocarditis. Auricular -fibrillation, detected clinically and cardiographically three days later, confirmed the presence of myocarditis; it persisted for two days in spite of digitalis therapy and ultimately changed to auricular flutter. Anatomical and histological findings at autopsy revealed an acute myocarditis with formation of ante-mortem mural thrombi.
Here, then, is an example of auricular fibrillation and auricular flutter developing as terminal events in the course of an extremely acute myocarditis.
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